various settings, including large integrated healthcare systems. This study finds that only 14% of patients recall having discussed clinical trial enrollment as a treatment option and that fewer than 4% participated in a treatment trial. These rates were slightly higher when limited to patients with late-stage disease who were treated with chemotherapy (26% discussed trials, less than 8% enrolled in a trial), likely reflecting that more trials are available for late-stage disease. These disappointing rates are consistent with recruitment fractions reported in large population-based studies, with recruitment fractions of roughly 14% reported in select institutions with highly organized clinical trial infrastructures (3, 9) .
The authors also find that trial participation is discussed less often with patients over 65 years of age, nonwhite race, lower attained education levels, and lower income. Notably, trial enrollment rates among discussants are not associated with age, race, education level, or income. Additionally, trial participation is less commonly discussed with patients having earlier stage disease; yet, trial enrollment does not vary statistically significantly by stage among discussants. The results demonstrate that the key obstacle to clinical trial accrual is lack of opportunity to participate in trials, as opposed to acceptance of trial participation. This study cannot differentiate whether this lack of opportunity to participate is because of a paucity of trials relevant to the study population or to lack of physician engagement in the process of trial recruitment. The overarching finding reinforces what is already known about barriers in the trial recruitment process. However, the size and design of this study, in particular the depth of patient factors collected, make this study a valuable and compelling contribution to the medical literature. The authors also collected information on patient perspectives on fatalism, preference on quality of life vs quantity of life, and preference on cost vs quantity of life. In the end, however, these patient factors were not consistently statistically significant in an adjusted model, while the usual factors of race, age, education level, and income remained statistically significantly associated with the opportunity to enroll in a trial as reflected through discussions with physicians regarding trial participation.
Limitations of this study include not knowing if applicable trials were available for individual patients or if physicians had documented discussions about trials differently than patients recalled them. Despite this, the authors have reaffirmed in a large population of patients suffering from common, frequently lethal malignancies and receiving treatment in different geographic regions and healthcare systems that the primary barrier to trial participation is the opportunity to participate. Importantly, the opportunity to benefit from treatment in a clinical trial is not offered equally to patients, affecting equitable access to promising new therapies and generalizability of trial results. Physicians function as the key catalyst in upholding or overcoming this particular barrier. Incentives and strategies to promote offering trial participation equitably deserve renewed attention. This report by Kehl et al. (11) reveals an opportunity both to rectify health disparities in cancer and to improve clinical trial enrollments. To take advantage of these opportunities, there is a need for a collective will of clinical investigators, hospital systems, and funding agencies to facilitate and to support making more trials available to patients and to provide patients with ready access to information about clinical trials for which they may qualify.
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